Health Care Workers\u27 Expectations and Empathy toward Patients in Abusive Relationships by Nicolaidis, Christina et al.
Portland State University
PDXScholar
Social Work Faculty Publications and Presentations School of Social Work
5-1-2005






Let us know how access to this document benefits you.
Follow this and additional works at: http://pdxscholar.library.pdx.edu/socwork_fac
Part of the Social Work Commons
This Article is brought to you for free and open access. It has been accepted for inclusion in Social Work Faculty Publications and Presentations by an
authorized administrator of PDXScholar. For more information, please contact pdxscholar@pdx.edu.
Citation Details
Nicolaidis, C., Cuny, M.A., Gerrity, M. "Health care workers' expectations of & empathy toward patients in abusive relationships"
Journal of the American Board of Family Practice. 2005; 18(3):159-65. PMID: 15879562
ORIGINAL ARTICLES
Health Care Workers’ Expectations and Empathy
toward Patients in Abusive Relationships
Christina Nicolaidis, MD, MPH, MaryAnn Curry, RN, DNSc, and
Martha Gerrity, MD, MPH, PhD
Purpose: To understand attitudes that may affect health care workers’ ability to provide appropriate
long-term care for patients who stay with abusive partners.
Methods: We surveyed 278 health care workers in 31 primary care practices before their participa-
tion in an educational intervention.
Results: More than half of participants (51% to 60%) found it easy to empathize with a patient who
decided to remain in an abusive relationship if the patient was described as poor or disabled, but few
(25% to 39%) could empathize if the patient was described as educated or financially secure. A majority
(57% to 59%) agreed with a statement meant to assess unrealistic expectations. (“A provider’s responsi-
bility includes making sure a patient gets to a shelter right away if he or she discloses abuse.”) Partici-
pants who agreed with this statement had more difficulty empathizing with patients who decided to stay
with an abusive partner (P  .0045).
Conclusions: Training efforts must focus on screening and on helping providers develop more real-
istic expectations about the complex nature of leaving an abusive relationship. Health care workers
need a better understanding of the barriers patients face and why patients may choose to remain in abu-
sive relationships, even in the absence of economic or health limitations. (J Am Board Fam Pract 2005;
18:159–65.)
Most studies of health care workers’ attitudes and
behaviors regarding intimate partner violence
(IPV) have focused on screening practices and on
barriers to screening.1–13 However, the typical pat-
tern of IPV is that patients stay in abusive relation-
ships long after the initial screening or disclosure
takes place. Primary care providers and their staff
must be able to provide long-term continuity care
to patients who remain in abusive relationships.
Qualitative data suggest that women in abusive
relationships often believe health care workers have
unrealistic expectations about their ability or desire
to leave an abusive relationship and that they have
negative attitudes toward patients who stay with
abusive partners or who do not leave the relation-
ship on the provider’s timeline.14 Additional qual-
itative studies with IPV survivors have noted im-
portant themes about the negative or judgmental
attitudes of health care providers.15,16 Women do
not disclose abuse because they fear that a provider
will look down on them or be judgmental.17 Like-
wise, they indicate that not being able to follow a
providers’ advice to leave an abusive relationship is
a reason for not returning for further care.18
Despite the wealth of information on health care
workers’ barriers to assessing and discussing IPV,
little is known about attitudes that may affect a
provider’s ability to provide appropriate long-term
care or to empathize with patients who remain in
abusive relationships. Our objective was to identify
attitudes and characteristics associated with health
care workers’ ability to empathize with patients.
Methods
Setting, Participants, and Recruitment
We conducted a cross-sectional survey at 31 com-
munity-based primary care practices in Washing-
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ton County, Oregon. These practices agreed to
participate in an educational intervention about
IPV. We used responses from the preintervention
survey to test whether speciﬁc attitudes or charac-
teristics were associated with health care workers’
ability to empathize with patients. The develop-
ment of the survey and changes in survey responses
after the intervention are reported elsewhere.19 We
offered the training program to the 90 family med-
icine, general internal medicine, and obstetrics/gy-
necology practices located in Washington county
via letters, phone calls, and in-person visits. In most
cases, the ofﬁce manager or medical director of the
practice decided whether or not the clinic would
participate in the training. Because of the hetero-
geneous nature of these practices, we allowed the
management of each practice to decide which em-
ployees would participate in the training. We were
unable to collect data on how many employees
were asked by management to participate but de-
clined.
Data Collection
As reported elsewhere, we developed the Attitudes
Toward Survivors of IPV survey (ATSI)19 because
were unable to ﬁnd previously validated instru-
ments that adequately assessed health care workers’
attitudes or empathy. Participants completed the
ATSI before their scheduled training session. The
ATSI addresses 8 domains of IPV-related attitudes
and practices: responsibility regarding assessment
for IPV, responsibility regarding counseling and
management of IPV, respect for patient autonomy,
empathy toward patients who choose to remain in
abusive relationships, barriers to screening, conﬁ-
dence, self-reported behaviors, and knowledge.
Part 1 of the survey consisted of statements begin-
ning with “A primary care provider’s responsibility
includes. . . ” Participants responded to each item
using a 5-point Likert scale ranging from 1
(“strongly disagree”) to 5 (“strongly agree”). In-
cluded were 3 questions regarding a primary care
providers’ responsibility to assess for IPV in pa-
tients presenting for 1) routine health maintenance,
2) injury, and 3) chronic pain and 3 questions about
appropriate counseling practices. To assess for po-
tential social desirability bias, we included a state-
ment about “. . . asking about domestic violence at
every visit,” which we would not consider to be a
primary care provider’s responsibility. To assess for
unrealistic expectations regarding the natural his-
tory of IPV, we also included the statement: “A
primary care provider’s responsibility includes
making sure a patient gets to a shelter right away if
he or she discloses abuse.” An additional item about
“telling a patient he or she needs to leave an abusive
relationship” was included to further measure re-
spect for patient autonomy.
Part 2 of the survey asked participants to “mark
how easy or difﬁcult it would be to empathize with
each of the following patients’ decision to remain in
an abusive relationship.” Participants were given 8
scenarios with varying sex, sexual preference, mar-
ital status, income, education, and disability. Par-
ticipants responded using a 5-point Likert scale,
ranging from 1 (“very difﬁcult”) to 5 (“very easy”).
A section on self-reported behavior listed differ-
ent presenting complaints and asked participants
how often they had assessed for IPV when seeing
patients in the past month with each condition.
Again, to assess for potential social desirability bias,
we purposely included one scenario (coronary ar-
tery disease) in which we did not feel it was rea-
sonable to always ask about IPV. Responses were
rated on a 5-point Likert scale ranging from 1
(“never”) to 5 (“always”). Participants were in-
structed to mark “not applicable” if they do not
interview patients or if they have not seen a patient
with this condition in the past month. Additional
survey sections addressed barriers to assessing and
managing IPV, conﬁdence, experience, availability
of resources, knowledge, prior IPV training, and
demographic characteristics.
Analysis
We dichotomized responses regarding sense of re-
sponsibility, unrealistic expectations, empathy, and
self-reported behaviors. We created scale scores for
each theoretical domain by summing the scores for
items in the domain and dividing by the number of
items answered. Scores for the responsibility to
assess, responsibility to counsel, empathy, barriers,
and self-reported behavior scales could range from
1 to 5. Scores for the conﬁdence scale could range
from 1 to 3 and scores for the knowledge scale
could range from 0 to 4. Questions meant to assess
social desirability bias were not included in the
summary scores. We assessed internal reliability of
each scale using Cronbach . We used t tests, 2
tests, and Pearson correlations to assess bivariate
associations. We used a 2-way analysis of variance
to test the association between unrealistic expecta-
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tions and empathy while adjusting for professional
role (provider versus support staff).
We performed statistical analyses using STATA
software (ver 6.0; Stata Corporation, College Sta-
tion, TX). The study was approved by Oregon
Health & Science University’s human subjects
committee. A grant from the Northwest Health
Foundation funded the study.
Results
We collected surveys from 278 participants. De-
mographic data are shown in Table 1. Seventy
responses (25%) were from primary care providers
(physicians, nurse practitioners, or physician assis-
tants); 122 (44%) from medical support staff
(nurses, medical assistants, or social workers); 56
(20%) from administrative staff (reception or bill-
ing); and 21 (8%) from “other” employees (eg,
community outreach workers). Sixty-two percent
had received at least some form of IPV training in
the past. Fifty-nine percent stated that they, a fam-
ily member, or close friend had experienced IPV.
Health Care Workers’ Attitudes and Self-Reported
Behaviors
A majority of participants agreed that it is a primary
care provider’s responsibility to ask about IPV
when seeing patients for health maintenance visits
(66%), chronic pain (56%), or injuries (62%). Sum-
mary scores for responsibility to assess for IPV had
a mean of 3.6 (SD 0.8) on a scale of 1 to 5. More
than 75% of participants (78% to 92%) agreed with
the 3 items about appropriate counseling practices.
Only 15% agreed with the statement about assess-
ing for IPV at every visit. However, a majority
(58%) also agreed with the statement meant to
assess unrealistic expectations (Table 2). Primary
care providers (physicians and midlevel practitio-
ners) had lower rates of agreement with the state-
ment about unrealistic expectations than did other
staff (40% vs. 64%; P  .001). There was no sig-
niﬁcant difference between providers and other
staff in responses to items about responsibility to
assess or manage IPV.
Despite the high level of agreement with state-
ments about responsibility to assess for IPV, few
participants (12% to 35%) stated that they had
asked about IPV “nearly always” or “always” in the
past month when seeing patients with injuries,
chronic pelvic pain, irritable bowel syndrome,
headaches, depression or anxiety, routine health
maintenance, or prenatal care (Table 3). Only one
person stated that she routinely assessed for IPV
when seeing patients for coronary artery disease.
The self-reported behavior scale had a mean of 2.4
(S.D. 1.0). Participants’ sense of responsibility to
assess for IPV was associated with their self-re-
ported behaviors (r  0.40; P  .0001).
A majority of participants (51% to 60%) stated
that it was “easy” or “very easy” to empathize with
patients who chose to remain in abusive relation-
ship when the patients were described as poor,
uneducated, depressed, or physically disabled.
However, few (25% to 39%) could empathize when
the patient was described as educated, middle-class,
professional, or having a steady income, regardless
of patient sex, marital status, or sexual orientation.
Providers were more likely than other staff to em-
pathize with patients who were described as poor or
ill. There was no signiﬁcant difference by profes-
sional role in responses to items describing patients
of higher socioeconomic status (Figure 1). The
empathy scale had a mean of 3.0 (SD 0.9). Primary
care providers had higher overall empathy scores




Primary care providers 70 (25)
Medical support staff 122 (44)
Administrative staff 56 (20)
Other employees 30 (8)
Unknown 9 (3)
Medical specialty (providers only)
Family medicine 32 (46)
Internal medicine 19 (27)
Obstetrics/gynecology 12 (17)
Other 7 (10)
Male sex† 26 (9)
Prior domestic violence training‡ 123 (62)
Self, family member, or close friend with
history of domestic violence‡
134 (59)
* Primary care providers include 48 physicians, 17 nurse prac-
titioners, and 5 physician assistants; medical support staff in-
clude nurses, medical assistants, and technicians; administrative
staff include clinic managers, receptionists, records clerks, and
billing clerks; and other employees include social workers and
community outreach workers. Nine nonphysician employees did
not specify a clinical role.
† Twenty of the 48 (42%) physicians were male.
‡ Only 199 and 226 participants responded to questions about
prior domestic violence training or personal experience with
domestic violence, respectively.
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than other employees (3.2 vs 3.0, respectively; P 
.04).
Relationship between Expectations and Empathy
Participants who agreed with the statement meant
to assess unrealistic expectations (“A primary care
provider’s responsibility includes making sure a pa-
tient gets to a shelter right away if he or she dis-
closes abuse”) had lower total empathy scores than
those who were neutral or did not agree with that
statement (mean 2.9 vs 3.2; P  .0045). The ability
to empathize with patients’ choices was not related
to sex, prior IPV training, personal experience with
IPV, responsibility regarding IPV assessments and
management, self-reported behaviors, conﬁdence,
knowledge, or barriers. In a 2-way analysis of vari-
ance, the association between unrealistic expecta-
tions and empathy score remained signiﬁcant (P 
.02) after adjustment for professional role. Results
did not signiﬁcantly change when participants who
agreed with statements meant to indicate social
desirability bias were excluded.
Table 2. Percentage of Healthcare Workers Agreeing with Items about a Primary Care Provider’s Responsibility to
Assess for or Counsel about Intimate Partner Violence
This section was preceded by the statement: “Primary care providers are asked to do increasingly more
for patients in increasingly less time. For each of the statements below please mark your level of






Screening female patients for domestic violence at every routine health maintenance visit.
(Responsibility to assess for IPV)
67 (181)
Asking all patients with chronic pain about the possibility of domestic violence. (Responsibility to assess
for IPV)
56 (151)
Asking about domestic violence any time an injury is noticed, regardless of the stated cause.
(Responsibility to assess for IPV)
63 (170)
Asking about domestic violence at every visit. (Social desirability) 14 (38)
Making sure a patient gets to a shelter right away if he or she discloses abuse. (Unrealistic expectations/
lack of respect for autonomy)
58 (155)
Telling a patient that an abusive partner’s behavior is not acceptable. (Responsibility to manage IPV) 92 (253)
Telling a patient that a particular relationship is harmful to his or her health. (Responsibility to manage
IPV)
85 (233)
Following-up with a patient after making a referral to a domestic violence agency. (Responsibility to
manage IPV)
80 (220)
Telling a patient he or she needs to leave an abusive relationship. (Lack of respect for autonomy) 55 (148)
Table 3. Responses to Items Regarding Self-Reported Behavior
Type of visit
Participants were instructed: “Please indicate how often you have
asked a patient about the possibility of Domestic Violence when you
saw any of the following conditions in the last month. If you have
not seen this condition in the past month, mark N/A. Please skip to
the next section if you do not interview patients.”
Number of respondents
answering item*
“Nearly always” or “always”
assess for IPV
% (N)
Injuries (bruises, lacerations, etc.) 114 35 (40)
Chronic pelvic pain 116 18 (22)
Irritable bowel syndrome 112 13 (14)
Headaches 129 12 (15)
Depression/anxiety 134 24 (32)
Coronary artery disease† 104 1 (1)
Routine health maintenance exam 121 26 (32)
Pre-natal care 89 31 (28)
* The number of respondents varies by item because not all participants interviewed patients or saw these conditions in the past
month.
† The item regarding coronary artery disease was intended to measure social desirability bias and was not included in the summary
score for the self-reported behaviors scale.
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Discussion
A majority of health care workers endorsed a state-
ment that indicated an unrealistic expectation of
getting a patient to a shelter right away after the
patient discloses a history of abuse. Agreement with
this statement was associated with greater difﬁculty
empathizing with patients who remain with abusive
partners. Beliefs or practices about screening did
not correlate with empathy.
Most health care workers, regardless of profes-
sional role, found it difﬁcult to empathize with
patients remaining in abusive relationships when
such patients were described as educated, healthy,
or ﬁnancially secure. When patients were described
as poor or disabled, primary care providers found it
easier to empathize with patients staying in abusive
relationships than did other employees, including
nurses, medical assistants, administrative staff, and
outreach workers. Primary care providers were also
less likely to agree with the statement about the
unrealistic expectation of getting a patient to a
shelter right away after a disclosure of abuse. Pro-
viders may have a more comprehensive knowledge
of patients over time than the other personnel and
are perhaps more “seasoned” to understand the
complexities of IPV, at least for patients of lower
socioeconomic status. Providers’ ability to under-
stand these complexities, however, seems to dimin-
ish for patients of higher socioeconomic status.
Furthermore, the association between unrealistic
expectations and empathy persisted, even after ad-
justment for professional role.
This study has several important limitations.
First, we used a convenience sample of practices
that agreed to participate in a domestic violence
educational intervention. Although most employ-
ees did not participate in the clinic’s decision re-
garding the training, it is possible that the employ-
ees of these clinics are different from those of
clinics who were not interested in gaining further
IPV training. We do not know how many health
care workers could have been eligible to partici-
pate, so we cannot determine response rate. Fur-
thermore, it is possible that employees who partic-
ipated in the IPV trainings were likely to be
different from other employees at the same clinics.
We were only able to measure self-reported be-
haviors of health care workers, not actual practices
or patient perceptions. Other surveys of health care
workers’ attitudes about IPV have not assessed
sense of responsibility, unrealistic expectations or
empathy with patients choices, so we developed
items to assess these constructs. As presented else-
where,19 each scale had fair to excellent internal
reliability and was responsive to change. However,
further research is needed to establish the validity
of these measures.
We only used one question to assess for unreal-
istic expectations, “A primary care provider’s re-
sponsibility includes making sure a patient gets to a
shelter right away if he or she discloses abuse.”
That item is part of the ATSI scale measuring lack
of respect for patient autonomy. The other item
meant to assess lack of respect for patient autonomy
(“A primary care provider’s responsibility includes
telling a patient s/he should leave an abusive rela-
tionship”) did not correlate with empathy. Further
research is needed to understand the potential in-
ﬂuence of controlling attitudes or behaviors on
health care workers’ ability to counsel or empathize
with patients in abusive relationships.
Despite these limitations, our study has impor-
tant implications. Domestic violence training ef-
forts must focus not only on increasing screening
rates but also on developing more realistic expec-
tations about the typical course of abusive relation-
ships. Health care workers need to better under-
stand why patients may stay with abusive partners,
especially in the absence of economic or health
limitations. Such reasons may include lack of rec-
ognition of the abuse, a commitment to the rela-
tionship, the belief that the partner will change,
erosion of self-esteem, lack of options, and the
Table 4. Bivariate Analyses Assessing the Association










Agree or strongly agree 2.9 .0045
Strongly disagree to neutral 3.2
Other Characteristics
The following variables did not correlate with empathy: sex,
personal experience with IPV, prior IPV training, sense of
responsibility to assess for IPV, sense of responsibility to
manage IPV, conﬁdence, barriers, knowledge, and self-
reported behavior.
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danger associated with leaving an abusive relation-
ship.14 Particular attention is needed to dispel pro-
viders’ stereotypes that may affect their inability to
empathize with IPV victims of higher socioeco-
nomic status. Nurses and medical assistants may
play important roles in screening and counseling
patients about IPV.20,21 However, our study indi-
cates that support staff may have even greater train-
ing needs than primary care providers. As reported
elsewhere, we have found that the Voices of Survivors
program is effective in changing unrealistic expec-
tations, the ability to empathize with patients’
choices, and self-reported behaviors.19 However,
further research is needed to determine the effect
of changing health care workers’ attitudes and em-
pathy on actual behavior, patient satisfaction, or
patient outcomes.
We thank Jim Winkle for excellent work in recruitment, train-
ing, and data collection and the Domestic Violence Resource
Center of Washington County for collaboration with this
project. We also thank Sarah Zwelle-Burke for assistance with
grant-writing, Don Austin for assistance with the project design,
Chiquita Rollins for manuscript suggestions, and Cari Gandrud
Figure 1. Participants stating it is “easy” or “very easy” to empathize with a patient who remained in an abusive
relationship.
*The section about empathy was preceded by the following statement: “Health care providers generally find it
easier to empathize with some people’s choices than others. Imagine a patient is choosing to remain in an abusive
relationship. For each of the patient types listed below, please mark how easy or difficult it is for you to empathize
with their decision to remain in the abusive relationship.”
**P < .001 for difference between providers and other staff.
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